MISSOURI DIVISION OF HEALTH -~ STANDARD CERTIFICATE OF DEATH

DEFPARTMENT OF PUBLIC HEALTH AND WELFARE 30&2 / s TATE il
DO NOT WRITE AMENDED Registration District No. - 2o ' Primery Registation Gistrict N istrar's No.. .S
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WN ¢
: 14 Hr ToWN Mexico Yer & No
. A g < L7 i.%ép?‘f"i“o” (If NOT in hospital, give location) Inside. Limits d. STREET (If cutside, give location) Reside on Farm
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24047 Memnohudrain Hospital veli w0 L24 christy, S%. Yoo 2 o
3 ) 3. NAME OF DECEASED T First T Middle T 4. DATE Month Day Yoor

(fype or o Infant BURTORN oM June 3 196

i__ 5. SEX 6. COLOR OR RACE 7. Married [J MNever Married_g IH DATE OF mng 9 "AGE (last birthdey) | IF UNCER.1. YEAR [. IF UNDER 24.Ht
5
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o Male Negro 6[2(63 * Lk
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during most: f ﬁafé&l“ w, aven if retired) nfg H : ) _n

13a. FATHER'S NAME 13k, MOTHER'S MAIDEN NAME

[DATE AMENDED

.8 é;
14, NAME GF HUSBAND OR WIFE.

Thonss Burion Jackson ; ,
15. WAS DECEASED EVER 1M U.5. ARMED FORCES? 16, SOCIAL SECURITY NO. 17. leﬂT uz rj, 8 ty
(Y or unknown) | (If yes, give war or dates of service)
WY | Kone Thomas Burton .
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disesse condition Qiven In PART | (a} - there & pregnancy in lost 90 days.

lDYu-I O Ne I O Unknown
19. WAS AUTOPS;PI. ACCIDENT  SUICIDE HOMElICIDE 20b. D.ESCHBE HOW-INJUII!\' OCCURRED. (Enter natura of injury in PART | or PART Il of item 18.)
o, a S
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MEDICAL CERTIFICATION

e p.f.

. .o “ . -
RED 20e. PLACE OF INJURY fe.g.,.In or about home, | 20f CITY, TOWN, OR LOCATION COUN

?M wdﬁzYAOCCgI;KE farm, factory, street, office bidg., ﬂc )

NOT WHILE AT W rK

."21. attended the deceased from__@ é .32 ﬁ C .3"— é 3 -nd last -awmw on L g é .3

m. on tha date siated above, and to the best of my knowledge, fmm the causes stated.

R%N

Daath occurred at. --7

R 0, Thgicn, o CTT

23a. aumm. EMATION, | 23b. DATE Iia: NAME OF CEMETERY OR cn EMATORY © © [“23d. LOCATION tylw, fown. ot county) (State}
s g \1

Specify) .
er¥ail 196 Elonwoéd C.gmgt.alﬁg ~__IMax Y
24, FUNERAL DIRECTOR 6-5- 9 3ADDRE_SS DATE BY LOCAL R.EG -' Sm
Arnold Funeral Home X — %/” sz?
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’ S(‘I'ATE}'AEN‘I". BY LICENSED EMBALMER

I hereby ceriify that the body whose name.is recorded on the reverse side of this certificate was embalmed by me,
. '

or By ‘ : - 7' : Student Embalmer No.

working under my persenal supervision.

Student

Signeture, of Student Embalmer

Licensed Embalmer No.ﬁZ{I_‘

R N

P. O. Address

Note The above MUST BE SlGNED BY THE LICENSED .EMBALMER m hlS OWN. HANDWRIT#NG {Failure to comply
with the above'consfitutes grounds for revocanon of license).

¥ embalmed by a STUDENT, he also shall sign in his OWN handwrmng

If this bedy |§ not embalmed fact shouid be>so stated above. i




